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A 68-year-old woman presented with gradual onset of right
knee pain for 2 weeks. She reported discomfort at the back
of the right knee and difficulty in squatting.
Interpretation
Initial physical examination showed swelling of the right
posterior knee without redness (Fig. 1). Knee flexion was
limited to 130. Fig. 2A shows the short-axis view of the
right medial popliteal fossa over the swollen area. An
anechoic cystic mass with posterior enhancement was
detected, arising between the medial head of the
gastrocnemius and the semimembranosus tendon. The mass
was compressible, nonvascular with inner septation,
measuring 1.61  3.73 cm2 (Fig. 2B). The diagnosis was a
Baker’s cyst. Aspiration of the cyst was performed under
ultrasound guidance to relieve the patient’s symptoms
(Fig. 3A). Clear, yellowish synovial fluid was aspirated
(Fig. 3B).
Discussion
Baker’s cyst is described as an enlargement of the
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Open access under CC BY-NC-ND license.secondarily to knee joint effusion and increased intra-
articular pressure, which is usually associated with intra-
articular knee pathology (e.g., degenerative or inflamma-
tory arthritis, meniscal tears, or others). For the symp-
tomatic cysts, common manifestations are popliteal fossa
discomfort and swelling, limited knee flexion, and knee
pain aggravated by activities. In case of rupture, the
symptoms include acute severe knee or calf pain together
with lower extremity swelling, mimicking venous throm-
bosis [1,2].
The diagnosis of Baker’s cyst relies mainly on imaging
modality because half of them may be missed solely by theFig. 1 The patient’s legs in the prone position. The arrow
indicates the swelling area.
Fig. 2 (A) Short-axis view of the swollen area revealed a
cystic lesion located between the semimembranosus tendon
(SM) and the medial head of gastrocnemius (MHG). (B) Long-
axis view with size measurement.
Fig. 3 (A) Aspiration of the fluid within the cyst under ultrasound
cyst.
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physical examination cannot differentiate many possible
causes of palpable swelling in the popliteal fossa (e.g.,
popliteal aneurysm, meniscal cyst, and tumors) [3].
Although magnetic resonance imaging is considered the
gold standard for evaluating knee mass, its use is limited
because of higher cost and the need for advanced sched-
uling. Ultrasound has become a popular imaging tool
because it is readily available, noninvasive, relatively
inexpensive, and also serves as a guide for aspiration or
injection intervention [1]. Understanding the characteris-
tics of Baker’s cyst on ultrasound is very important to
differentiate this cyst from other causes of popliteal
swelling. The primary characteristics include well-defined
anechoic or hypoechoic fluid collection with enhanced
through-transmission located between the semi-
membranosus and the medial head of gastrocnemius ten-
dons in communication with the posterior knee joint. In
case of chronic inflammation or synovitis, the cyst wall may
appear thickened and cartilaginous loose bodies may be
present in the cyst. The diagnosis of Baker’s cyst should not
be made if the mass does not clearly communicate with the
posterior knee joint between the semimembranosus and
the medial head of gastrocnemius tendons, and does not
demonstrate a fluid component with enhanced through-
transmission [4,5]. Rupture is demonstrated by a sharp
cyst end, whereas fluid extending into the fascial planes
between the soleus and the gastrocnemius muscles repre-
sents leakage. Regional subcutaneous tissue may be swollen
with fluid among the fat globules [3,6].
Treatment is usually recommended for the symptomatic
cysts as some cysts can resolve spontaneously. Cyst aspi-
ration to relieve symptoms with or without corticosteroid
injection under ultrasound guidance is recommended over
palpation guidance because of its accuracy. Treatment of
the underlying knee pathology should be incorporated to
sustain the relief from symptoms as the cyst’s fluid tends to
reaccumulate [3,4].guidance. (B) Clear, yellowish content after aspiration of the
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